Introduction {#Sec1}
============

In December 2019, a new type of coronavirus disease called COVID-19 was determined to be the cause of an epidemic in the Wuhan region of China (World Health Organization/WHO [@CR52]). WHO declared COVID-19 as a pandemic by reporting that more than 8000 deaths had occurred in 159 countries as of 18 March 2020 (WHO [@CR53]). WHO explained the mortality rate in COVID-19 transmission as 2% (WHO [@CR54]), and then updated this rate as 3.4% (WHO [@CR55]). In Turkey, the first cases were announced on 10 March 2020. In the following period, the number of cases approached 150,000, and the number of those who lost their lives reached 4000 (T. R. Ministry of Health [@CR49]).

Various measures taken in different countries to prevent the spread of the outbreak have led to increased panic and stress in individuals. In some countries, people have begun to stock up on groceries, and they have even started owning guns (BBC [@CR4]). We have also heard the news of people from the US, Turkey, Italy, and France committing suicide due to the fear of COVID-19 (Ahaber [@CR1]; Euronews [@CR16], [@CR17]; WSWS [@CR57]). At the initial stage of the pandemic, experts explained ways to protect physical health. As the disease has spread, they have begun to emphasize the importance of maintaining mental health, as well.

Individual, national, and international level effects of the COVID-19 pandemic are expected (Pakpour and Griffiths [@CR34]). The outbreak can be said to trigger feelings of helplessness, sickness, and death at the individual level. Fear is generally a primitive feeling and arises in the face of a real or perceived threat. This feeling is for the present, as it involves producing a response to something that is believed to be threatening. Some physiological symptoms such as an increase in pulse, muscles stiffness, and acceleration of breathing in the event of fear prepare the body to produce a response when in danger. On the other hand, fear also causes some changes in the cognitive system such as attention levels (Dozois et al. [@CR12]). Therefore, the fear of COVID-19 can be thought to have the potential to affect positivity levels of individuals.

Positivity is one of the concepts addressed in the positive psychology movement. The attempt to include positivity in psychology was initiated by Martin Seligman, the President of the American Psychological Association (APA) (Seligman and Csikszentmihalyi [@CR44]). Until then, as Abraham Maslow had warned half a century ago, the science of psychology had become successful in the negative domain rather than the positive domain, in a sense, restricting its rightful jurisdiction to only the darker half of psychology (Maslow [@CR28]). For example, Diener et al. ([@CR10]) found that the proportion of studies investigating positive psychological states to those studying negative psychological states was 1/17. This demonstrated that a disease model predominated in health research despite the definition stated by the WHO that "Health is not only the absence of disease and disability, but also physical, mental, and social well-being" (WHO [@CR56]). Besides the belief that positive cognitive contents are important for happiness but not important for eliminating or reducing psychological disorders, seeing positive and negative thinking as the opposite ends of a single continuum may be among the reasons for focusing on the negative in psychology. However, this one-dimensional view of the positive and negative aspects of experience is likely to be misleading (MacLeod and Moore [@CR27]; Wood and Johnson [@CR51]). In line with this perspective, the main emphasis of positive psychology can be said to require dealing with the positive in addition to the negative in the field of psychology.

McGrath ([@CR29]) stated that positivity was a concept that reflected an optimistic or positive attitude or an emotional state. According to her, positivity is a kind of attitude that includes thoughts, words, and images that help growth, development, and success. Negativity, on the other hand, consists of content that implies criticism or unworthiness of self. People who think negatively think things will not go as planned, and they expect bad outcomes. Therefore, people who think negatively cannot cope with daily stress factors, and they are more likely to develop psychological and physical health problems. Those who believe that they can achieve the results they want will continue to strive, even if it is slow or difficult, whereas those who think that they cannot achieve what they want will give up striving and move away from their goals (Scheier and Carver [@CR43], [@CR42]). Thus, people's expectations form the basis for resorting to one of two very different forms of behavior: thinking positively and continuing to strive or thinking negatively and giving up.

Fredrickson ([@CR18]) stated that positivity made individuals feel good, changed the way the mind worked, transformed the future, and restrained negativity. According to her, positivity offers individuals the opportunity to step into the next level of existence; it opens the mind and contributes to the process of building a good future. Being positive can uniquely enliven the worldview, mental energies, relationships, and potentials of individuals.

Positive and negative affect are two basic dimensions that define long-term emotional experiences. While individuals with high levels of positivity tend to be cheerful, enthusiastic, energetic, confident, and alert, those with low levels of positivity tend to exhibit opposite traits. Positivity is a moderately stable feature that remains partially constant over time, and individuals report relatively consistent levels when it comes to different circumstances, such as being alone, interacting with others, or working. Additionally, positivity is a feature that can be developed (Naragon and Watson [@CR30]). When positivity is taken as a positive feature, and it is accepted that it can be developed, it can be thought that some factors might affect positivity negatively, as well. When positivity is positively affected, adaptation to life becomes easier; on the other hand, when it is negatively affected, adaptation to life will become more difficult and it will be challenging to cope with adversity. Intolerance of uncertainty, depression, anxiety, and stress can be considered among factors that negatively affect positivity (Satici et al. [@CR40]).

Intolerance of uncertainty has been defined as the tendency of an individual to refuse to admit that something negative, though unlikely, might occur (Dugas et al. [@CR13]). Given that many aspects of life are full of uncertainties, it is expected that intolerance of uncertainty will be very challenging for individuals. Buhr and Dugas ([@CR6]) determined that there were four dimensions of intolerance of uncertainty. The first of these dimensions is that uncertainty causes feelings of inability to take action; second, uncertainty is stressful and upsetting; third, unexpected events will be negative and should be avoided; and fourth, the uncertainty of the future is unjust. In their study investigating sensitivity to anxiety and intolerance of uncertainty, Carleton et al. ([@CR8]), on the other hand, found that the two structures were correlated but independent from each other. Another finding of this study was that the intolerance of uncertainty had two dimensions, including prospective anxiety and inhibitory anxiety. In this case, the intolerance of uncertainty is a structure related to fear and anxiety, but it can also be a component of destructive and false evaluations and it can affect positivity (Satici et al. [@CR41]).

Depression is another variable that is thought to be related to positivity. Depression leads to symptoms related to the emotional domain such as sadness, misery, decreased attention and desire, not enjoying the activities and life that were previously liked; psychomotor symptoms such as slowing, fatigue, and agitation; cognitive symptoms such as feelings of guilt, pessimism, inadequacy, worthlessness, and the thought of death; and vegetative symptoms such as disruption in sleep and appetite and sexual aversion (Efilti [@CR14]). All these symptoms can seriously impair individuals' adaptation to daily life. Depression, which can be seen in any age group and is referred to as the common cold of psychiatry due to its prevalence, can be examined in several groups. Severe symptoms of two weeks or more are referred to as major depressive disorder. In this disorder, individuals may feel completely worthless or overly guilty and may want to harm themselves. Major depressive disorder can physically affect a person by disrupting sleep, appetite, and sexual drive (APA [@CR3]; Beidel et al. [@CR5]; Nolen-Hoeksema [@CR32]).

Anxiety is the natural warning system of the body indicating the imminent danger and corrective action to be taken (Hooley et al. [@CR20]). Anxiety is a future response and often shows up when people face a new situation or when there are some significant changes in their lives. Increased number of heartbeats, sweating, feeling of tension, and the thought that something undesirable will happen are common symptoms of anxiety. In most cases, the symptoms that emerge are time-limited and disappear when the event ends (Beidel et al. [@CR5]). However, individuals with anxiety disorders experience extreme fear and/or anxiety, and this often leads to a discordant avoidance model (Dozois and Rnic [@CR11]).

Stress can be defined as any negative emotional experience accompanied by biochemical, physiological, cognitive, and behavioral responses. However, the causes of stress and accompanying symptoms vary greatly. Stress can occur as a result of physical causes (a medical illness or physical injury), environmental causes (natural disaster, high noise level, changes in life status), interpersonal-social causes (broken relationships, arguing with family members) or psychological causes (sudden occurrences such as taking the final test tomorrow instead of the next day) (Beidel et al. [@CR5]). Additionally, if the events are uncontrollable, unpredictable, or perceived as uncertain and associated with a large part of life such as parenting, personal relationships, or success, the risk of stress increases (Taylor [@CR47]). Stress does not always lead to negative consequences and basically serves to promote adaptation. However, the level of stress is very important. In difficult life events, low stress makes it easier to cope, while high stress can cause the opposite; it can even lead to physical and psychological problems.

The COVID-19 pandemic is likely to threaten people's physical health and lives, as well as increasing their stress levels and triggering a wide range of psychological problems such as anxiety and depression (Harper et al. [@CR19]; Pakpour and Griffiths [@CR34]; Taylor et al. [@CR48]). The addition of mental health problems to the physical health problems caused by the pandemic will substantially worsen the situation. Research into this issue can be said to be vital in order for specialists to prepare for possible mental health problems. However, since the epidemic has shown up relatively recently and progressed rapidly, the number of studies published on the topic is quite limited. Indeed, a small number of studies already published have been conducted mostly in China and some other Far Eastern countries (Huang and Zhao [@CR22]; Lu et al. [@CR25]; Wang et al. [@CR50]).

This study aimed to investigate the mediating role of intolerance of uncertainty, depression, anxiety, and stress in the relationship between the fear of COVID-19 and positivity. Accordingly, the findings obtained from the research were thought to both contribute to the understanding of the relationships between the fear of COVID-19 and the variables in question as well as helping health professionals develop and implement mental health intervention programs to protect the psychological well-being of society in the face of the COVID-19 pandemic. The hypothetical model of the research is presented in Fig. [1](#Fig1){ref-type="fig"}.Fig. 1The hypothesized structural model

Method {#Sec2}
======

Participants {#Sec3}
------------

The sample of this study consisted of 960 individuals, including 663 (69.1%) females and 297 (30.9%) males. The age of the participants ranged between 18 and 76 (29.74 SD = 9.64). Of the participants, 29 (3.0%) were primary school graduates, 62 (6.5%) were high school graduates, 55 (5.7%) had an associate degree, 631 (65.7%) an undergraduate degree, and 183 (19.1%) a graduate degree. Additionally, 360 (37.5%) of the participants were found to live in a metropolis, 352 (36.7%) in a province, 185 (19.3%) in a county, and 61 (6.4%) in a town or village.

Data Collection Tools {#Sec4}
---------------------

### The Fear of COVID-19 Scale (FCV-19S) {#FPar1}

The scale was developed by Ahorsu et al. ([@CR2]) and adapted to the Turkish context within the scope of this study. It is a unidimensional scale with seven items. It has a 5-point Likert-type rating system (ranging from 1: Strongly disagree to 5: Strongly agree). Item factor loads of the original scale range from .66 to .74 and item-total correlations vary between .47 and .56. Cronbach's alpha internal consistency coefficient of the scale is .82. A positive and significant correlation was found between the total score of the scale and depression (r = .43), anxiety (r = .51), perceived infectability (r = .48), and germ aversion (r = .46).

The public domain FCV-19S was adapted to Turkish in this study. Then, the English--Turkish translation of the scale was carried out by three field experts, and back translation was performed by two field experts. The final evaluation of the scale was conducted by three field experts, and a final implementation form was created. In the adaptation of the scale to Turkish, the confirmatory factor analysis (CFA) and the item analysis were conducted, and Cronbach's alpha internal consistency coefficient was calculated. As a result of the CFA, goodness of fit indices were found to be at a good level (χ^2^ = 22.08, sd = 9, *p* \< .001; χ^2^ / sd = 2.45; RMSEA = .03; CFI = .99; IFI = .99; GFI = .99; AGFI = .99; NFI = .99; TLI = .99; RFI = .99; SRMR = .014). The factor load values of the items were determined to vary between .73 and .82. The eigenvalue of the one-dimensional and 7-item scale was 4.12, and the total explained variance was 58.86%. The corrected item-total correlations of the scale items were found to range from .62 to .72, and Cronbach's alpha internal consistency coefficient was determined as .88.

The adaptation of the FCV-19S to Turkish was also carried out by other researchers (Satici et al. [@CR40]). The validation had not yet been published while the present study was being conducted. However, when the values of this study and Satici et al. ([@CR40]) were compared, it was observed that similar results were obtained. Additionally, the FCV-19S was confirmed in Bangla (Sakib et al. [@CR37]), Italy (Soraci et al. [@CR45]), and Eastern Europe (Reznik et al. [@CR35]) versions.

### The Positivity Scale (PS) {#FPar2}

This scale, which was developed by Caprara et al. ([@CR7]), was adapted to the Turkish context by Çıkrıkçı et al. ([@CR9]). It is a unidimensional scale with eight items and has a 5-point Likert-type scoring structure (ranging between 1: Not appropriate at all and 5: Completely appropriate). The high scores obtained from the scale indicate high levels of positivity. Cronbach's alpha internal consistency coefficient of the scale is .73, and the test--retest coefficient is .91. For the present study, Cronbach's alpha internal consistency coefficient of the Positivity Scale was calculated as .85.

### The Intolerance of Uncertainty Scale (IUS-12) {#FPar3}

This scale was developed by Carleton et al. ([@CR8]) and adapted to the Turkish context by Sarıçam et al. ([@CR39]). It is made up of two dimensions (prospective anxiety, inhibitory anxiety) and 12 items. It is also a 5-point Likert-type scale (ranging from 1: Not at all characteristic of me to 5: Entirely characteristic of me). It is possible to calculate the overall score of the scale, as well as calculating the total scores of the sub-dimensions. The high scores obtained from the scale indicate that the individual has a high intolerance of uncertainty. Cronbach's alpha internal consistency coefficient of the scale was calculated as .84, .77, and .88 for prospective anxiety and inhibitory anxiety sub-dimensions, and overall scale, respectively. In addition, the test--retest coefficient for the overall scale was found as .74. Cronbach's alpha internal consistency coefficients for prospective anxiety, inhibitory anxiety sub-dimensions, and overall scale were calculated as .80, .90, and .89, respectively.

### Depression, Anxiety, and Stress Scale (DAS-21) {#FPar4}

This scale was developed by Lovibond and Lovibond ([@CR24]). The scale was found to have three different Turkish adaptation studies. The first was conducted by Yılmaz et al. ([@CR59]) in 2017, the second by Sarıçam ([@CR38]) in 2018, and the third by Yıldırım et al. ([@CR58]) in 2018. In this study, the adaptation of Yıldırım et al. ([@CR58]) was employed. The scale consists of 21 items, three sub-dimensions (depression, anxiety, and stress) and a 4-point Likert-type scoring system (ranging between 0: Never and 3: Always). By summing the scores of the items obtained from the sub-dimensions, the total score of each sub-dimension is calculated. High scores obtained from the sub-dimensions mean that the emotions of the individual for the related sub-dimension are intense. For depression, anxiety, and stress sub-dimensions, Cronbach's alpha internal consistency coefficients are .89, .87, and .90, and test--retest coefficients are .93, .83, and .82, respectively. For this study, Cronbach's alpha internal consistency coefficients for depression, anxiety, and stress sub-dimensions were calculated as .88, .85, and .88, respectively.

### The Personal Information Form {#FPar5}

This form was used to collect the demographic information of the participants. To collect data, participants were asked questions about their gender, age, education level, place of residence, and whether they have any chronic diseases.

Data Collection and Analysis {#Sec5}
----------------------------

The data of the study were collected from volunteers through an online questionnaire (Google form between March and April 2020). All procedures conducted were approved by the Ethics Committee of Karamanoglu Mehmetbey University (95728670--050.01.02-E.9853). It took an average of 15 to 20 min to respond to the questionnaire. No personal information was requested from the participants while responding to the questionnaire.

While doing the analyses, normal distribution assumptions were checked. Seeing that the data were normally distributed, the independent samples t-test, one-way analysis of variance (ANOVA), and Pearson's correlation analysis were performed. The structural equation model was used to test the research model. We tested the structural model using maximum likelihood estimation. Several goodness of fit indices were used as criteria for the selection of the above model. We used χ2/df \< 5, GFI, CFI, NFI, TLI, \>.90, SRMR, and RMSEA \<.08 as the assessment standards of the model fit index (Hu and Bentler [@CR21]; Tabachnick and Fidell [@CR46]). We performed bootstrapping tests of mediation to examine whether intolerance of uncertainty, depression, anxiety, and stress mediated the relationship between the fear of COVID-19 and positivity (Preacher and Hayes [@CR36]). The Bootstrapping Confidence interval was estimated to reveal the indirect impact of Fear of COVID-19 on positivity; 10,000 resampling and 95% confidence intervals were used in this process. Confidence intervals that do not contain zero indicate effects that are significant at .05. IBM SPSS Statistics 22.0 and AMOS Graphics 23 software packages were used for the analysis of the study data.

Results {#Sec6}
=======

Descriptive Statistics {#Sec7}
----------------------

Information about the descriptive features of the study participants is presented in Table [1](#Tab1){ref-type="table"}. The results of the analysis of the fear of COVID-19 were found to be significantly different in favor of women (*t*~(960)~ = 9.33, *p* \< .001). Additionally, the fear of COVID-19 was determined to be significantly different according to the participants' chronic illness (*t*~(960)~ = −3.67, p \< .001). On the other hand, the fear of COVID-19 was found to not differ significantly according to age, level of education, place of residence, and whether the participant had relatives infected with COVID-19.Table 1Descriptive statistics*f*%*MSD*Gender   Female66369.120.615.85   Male29730.916.825.75Age (years)   18--2954356.619.236.03   30--3927428.519.806.32   40--7514314.919.535.76Educational level   Primary education293.021.556.75   High school626.519.316.29   Associate555.719.606.19   Undergraduate63165.719.425.92   Graduate18319.119.156.39Place of residence   Metropolis36037.519.365.99   Province35236.719.086.29   County18519.320.095.78   Town/village616.420.036.18Chronic illness status   Yes11912.421.346.02   No84187.619.176.02Relatives with COVID-19 infection   Yes414.319.516.53   No91995.719.436.06

Correlation Analysis {#Sec8}
--------------------

Pearson's correlation values were calculated to determine the relationships between the variables of the study. Pearson's correlation values for variables are presented in Table [2](#Tab2){ref-type="table"}.Table 2Information about the relationships between variables*M* ± *SD*12345671. Fear of COVID-1919.44 ± 6.072. Positivity28.35 ± 5.74−.23\*\*3. Prospective anxiety23.88 ± 5.15.31\*\*−.18\*\*4. Inhibitory anxiety16.03 ± 5.13.32\*\*−.38\*\*.67\*\*5. Depression6.26 ± 4.53.45\*\*−.60\*\*.37\*\*.51\*\*6. Anxiety3.34 ± 3.37.62\*\*−.34\*\*.35\*\*.40\*\*.68\*\*7. Stress5.99 ± 4.21.59\*\*−.44\*\*.40\*\*.40\*\*.48\*\*.81\*\*.80\*\*\*\*p \< .01; *M*, mean; *SD*, standard deviation

As seen in Table [2](#Tab2){ref-type="table"}, the correlation between the variables were as follows: a negative and significant correlation between the fear of COVID-19 and positivity (r = −. 23, *p* \< .01), and a positive and significant correlation between prospective anxiety (r = .31, p \< .01), inhibitory anxiety (r = .32, p \< .01), depression (r = .45, p \< .01), anxiety (r = .62, p \< .01), and stress (r = .59, p \< .01). Moreover, a negative and significant correlation was found between positivity and prospective anxiety (r = −. 18, p \< .01), inhibitory anxiety (r = −. 38, p \< .01), depression (r = −. 60, p \< .01), anxiety (r = −. 34, p \< .01), and stress (r = −. 44, p \< .01).

Findings of the Research Model {#Sec9}
------------------------------

The correlation between the variables of the study was observed to be significant. At this stage, we analyzed the mediating role of intolerance of uncertainty (prospective anxiety, inhibitory anxiety) and DAS (depression, anxiety, and stress) regarding the extent to which the fear of COVID-19 predicted the positivity. The research model is presented in Fig. [2](#Fig2){ref-type="fig"}.Fig. 2Mediation model of the relationships between the research variables

The goodness of fit indices of the study mediation model were found to be significant (χ 2 (153, *N* = 960) = 757.46; *p* \< .001; χ2 / df = 4.95; GFI = .93; CFU = .94; NFI = .93; TLI = .93; SRMR = .062; RMSEA = .06).

When the direct effects in the study model were examined, the coefficient values in the explanation of the positivity (β = −.27, *p* \< .01), intolerance of uncertainty (β = .35, p \< .01), and DAS (β = .56, p \< .01) by the fear of COVID-19 were found to be significant. In addition, the indirect effect of the fear of COVID-19 in predicting positivity through the mediation of intolerance of uncertainty and DAS in the model was found to be significant (β = −.48, p \< .01).

Bootstrapping analysis was performed to determine whether the predictive coefficients obtained in the research model were significant. While performing this analysis, 95% confidence interval and 10,000 resampling paths were preferred. The results related to the bootstrapping analysis are presented in Table [3](#Tab3){ref-type="table"}.Table 3Bootstrapping analysis results of the modelPathwayCoefficientLower boundUpper boundDirect effect   Fear of COVID-19➔DAS.56.50.62   Fear of COVID-19➔Intolerance of Uncertainty.35.28.43   Fear of COVID-19➔ Positivity−.27−.35−.19   DAS➔Positivity−.64−.76−.54   Intolerance of Uncertainty➔DAS.36.30.42   Intolerance of Uncertainty➔Positivity−.11−.20−.02Indirect effect   Intolerance of Uncertainty➔DAS➔Positivity−.23−.29−.18   COVID-19 ➔Intolerance of Uncertainty➔DAS.13.09.16   COVID-19 ➔Intolerance of Uncertainty➔DAS➔Positivity−.48−.57−.41

As seen in Table [3](#Tab3){ref-type="table"}, direct and indirect effects and all path coefficients were found to be significant. Additionally, the range of lower and upper limit values was not zero and all of these results were significant.

Discussion {#Sec10}
==========

Among the findings of this research, first, the relationship between descriptive variables and the fear of COVID-19 was examined. According to the findings, the fear of COVID-19 was significantly higher in females compared to males and in individuals with chronic illnesses compared to those with no chronic illnesses at all. The gender difference in the fear of COVID-19 was consistent with the finding that the coronavirus pandemic causes more psychological effects in females (Wang et al. [@CR50]) and findings of previous studies on mental health in women (Lim et al. [@CR23]). Gender is one of the factors that affect the health and disease status of individuals (Eryiğit Günler [@CR15]). Generally, women adapt better to environmental stress factors and live longer; however, they are typically physically weaker and become ill more often (Overfield [@CR33]). Getting sick more frequently may have contributed to higher levels of the fear of COVID-19 in females compared to males. On the other hand, gender roles are another factor that may be effective in this finding. Since women are perceived to be more vulnerable, weak, and delicate, it is culturally more acceptable for women to become ill and to express their illnesses, complaints, and fears about the disease more easily. On the other hand, the role of the male gender emphasizes strength, bravery, and fearlessness. Longer hospital stays among males (Overfield [@CR33]) can be considered as an indicator of this situation. Avoiding asking for help until their illness gets serious can lead to delays, thereby prolonging the treatment process. Therefore, men may be less afraid of COVID-19 because they get sick less frequently than women except for chronic illnesses, or they may avoid expressing their fears due to gender roles.

High levels of fear of COVID-19 in individuals with chronic diseases can be considered as an expected finding because, throughout the process, all sources of information have emphasized that COVID-19 affects people with chronic health problems more. Additionally, having one or more chronic health problems besides COVID-19 has been stated to increase the rate of mortality. Information of this kind may naturally have played a role in increasing the levels of the fear of COVID-19 of those who have chronic health problems.

Other findings of the study indicated that the relationships between all the variables discussed were significant and the mediation model employed in the study model was confirmed. Findings obtained from the model revealed that the fear of COVID-19 predicted positivity both directly and through intolerance of uncertainty, depression, anxiety, and stress. The findings obtained were similar to the findings of other studies on the COVID-19 outbreak and its psychological effects. For example, in a study conducted by Satici et al. ([@CR41]), a positive relationship was found between the fear of COVID-19 and intolerance of uncertainty. In the same study, a negative relationship was found between the fear of COVID-19 and mental well-being, which may be associated with positivity. Another study (Satici et al. [@CR40]) found a negative relationship between fear of COVID-19 and life satisfaction (which is another concept associated with positivity). At the same time, there were positive correlations between fear of COVID-19 and depression, anxiety, and stress in this study. In addition, depression, anxiety, and stress had a mediating role between fear of COVID-19 and life satisfaction. In the study of Harper et al. ([@CR19]), positive relationships were found between depression, anxiety, and fear of COVID-19. Another study on the psychological effects of COVID-19 in China, (Wang et al. [@CR50]) found that more than half of the respondents rated their psychological symptoms as moderate to severe and that about one-third of them reported moderate to severe anxiety. Additionally, in their study handling quantitative and qualitative data interactively, Nicomedes and Avila ([@CR31]) conceptualized a COVID-19 panic framework and listed the themes from negative to positive in the following way: indifference, destruction, nihilism, paranoia, sadness, fear, the transmission of the virus, shock, blaming the state, anxiety, anxiety about past pandemics, anxiety about self/family/others, transfer of knowledge, compliance, appropriateness, protection, attention, optimism, and health awareness.

COVID-19, which is highly infectious, has caused a serious pandemic. Because there is no vaccine or drug developed against the disease, many countries have depleted their medical resources and the number of people who get sick and die due to the disease is increasing every day. Experts cannot predict when the fight against the disease will be successful and when/to what extent life will return to "normal", and this is causing uncertainty. Fear is a strong emotion that affects individuals' physical responses, cognitive skills, and moods. Increased severity of fear plays a role in increasing intolerance of uncertainty. Increased intolerance of uncertainty, on the other hand, seems to affect positivity levels negatively. In brief, a negative emotion triggers other negativity and further aggravates the situation (Satici et al. [@CR41]).

Findings showing that the fear of COVID-19 predicts depression, anxiety, and stress are not surprising. High levels of fear of COVID-19 infection, which has much higher infectiousness and many more negative consequences compared with other viral respiratory diseases, seem to increase depression, anxiety, and stress responses. Increased depression, anxiety, and stress affect the positivity of individuals adversely. On the other hand, the situation in question may be thought to lead to a cycle; decreased positivity may increase fear of COVID-19; increased fear may increase levels of intolerance of uncertainty, depression, anxiety, and stress (Harper et al. [@CR19]; Satici et al. [@CR40]; Taylor et al. [@CR48]).

Positive psychology is a relatively new field, but its domain is expanding every day. An increasing number of experts are expressing the importance of considering both the positive and negative aspects of an experience in understanding health, which also includes positive cognitions. The absence of positivity is different from the presence of negativity and can be equally important (Wood and Johnson [@CR51]). There is also a lot of evidence showing that positive experiences and positive cognitions are important for mental health. For example, as a result of the meta-analysis study in which Lyubomirsky et al. ([@CR26]) discussed the relationship of being positive with concepts such as optimism, happiness, and satisfaction with life, positive perspective is reported to bring success in many areas such as business performance, social relationship, perception of self and others, sociability, activity, coping, problem-solving, creativity, and health.

Limitations {#Sec11}
-----------

The present study had some limitations. Since data were collected from participants on a voluntary basis through an online application, it would be necessary to be cautious about making some generalizations. It is also possible that the data may contain some bias (such as social acceptance error) since they are based on the personal statements of participants. We recommend that future studies should be conducted on different samples using different methods. This study used a cross-sectional design. Although the structural equation model was employed in the study, the results obtained did not express the exact causal relationships between the variables.

Conclusion {#Sec12}
==========

The present study revealed that intolerance of uncertainty, depression, anxiety, and stress had a mediating role in the relationship between the fear of COVID-19 and positivity. The findings obtained in this study can be said to be important for intervention programs and support strategies to be developed during the COVID-19 pandemic to protect mental health and increase psychological resilience. These interventions can be applied primarily in risk groups (such as those with chronic conditions and older age) and online. Additionally, it can be thought that if individuals spend their time in environments where they feel safe during the pandemic, it will help them maintain their psychological health. In this context, instead of constantly following the news about the pandemic, it seems important to resort to activities for preventive mental health, such as performing family responsibilities, taking time for relaxing, and engaging in hobbies.
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